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Editorial 
----------------------------------------------------------------------
Monica Ferreira, Editor 
Building and advancing African gerontology 
As the current editor of SAJG, I have the privilege of not only 
previewing each manuscript submitted to the Journal, but 
together with editorial panel members considering review-
ers' comment, inviting and co-ordinating authors' revisions, 
intimately editing accepted papers and ultimately champion-
ing published papers. After seven years of privileged insider 
editorial duties it is apposite to take stock of how African ger-
ontology is represented in the papers and what advances there 
are in the relevant body of knowledge. 
What has become clear over the years is what the building 
blocks of African gerontology are. What is also apparent is 
that the recurrent theme and argumentation of the majority of 
African gerontology papers is that of modernization theory, 
reflecting a macro level of analysis. Thus, the building blocks 
have tended to be urbanization, industrialization, erstwhile 
traditionalism, dissolution of the extended family, dimin-
ished kin support, loss of respect for elders, and so on. 
The followers of modernization theory, which has its ori-
gins in structural-functionalism, in African studies typically 
contend that numerous changes wrought by modernization 
render the elderly an extremely vulnerable group, whose situ-
ation is "abject." Attempts are seldom made to work within 
other theoretical traditions - to consider, for example, how 
elderly individuals participate in their everyday lives, and 
how they create and maintain social meanings for themselves 
and others around them. Nor indeed do the majority of the 
researchers apparently invite older persons to articulate how 
they perceive their situations and their elderliness. Such latter 
perspectives reflect a micro level of analysis, which focusses 
on individual agency and social behaviour - within larger 
structures of society. 
Maria Cattell (personal communication, 1999) points out 
that modemization theory came to notice with the publication 
of Cowgill and Holmes' book in 1972, and since then the the-
ory has been heavily critiqued for being overly deterministic 
and simplistic (see Albert & Cattell, 1994). I argue below that 
the theory should no longer be used as liberally as it is in 
papers on ageing in Africa, and that its over-use simply 
results in a reiteration of stereotypical "problems" and inhib-
its the development of African gerontology. 
Andreas Sagner (personal communication, 1999) states 
more vigorously that the theory is distortingly simplistic -
empirically, conceptually and theoretically. He suggests that 
its inherent inadequacy is particularly apparent when applied 
in the African context, with its history of colonialism. He 
points out that the theory cannot conceptualize the state as a 
fundamental social force in social transformations. Neither 
can it account for the lived experience of old people in Africa 
- in the past or the present (Sagner, forthcoming). 
Papers which draw primarily on modernization theory and 
its concepts thus tend to be theoretically weak, and are often 
no more than sets of sweeping generalizations and stereo-
types - which are perpetuated in publications without sup-
porting evidence. If the time has come to put modernization 
theory, as far as African gerontology is concerned, on the 
back burner, what could be new theoretical beginnings for 
social gerontology in the continent, as we enter the new mil-
lennium and are part of the African renaissance? First, con-
sidering present African realities and emerging issues, what 
are some new, or contemporary building blocks for examina-
tion within alternative theoretical explanatory frameworks? 
Building blocks 
One building block is the AIDS pandemic and the devastating 
impact that it will have on family care structures, as mid-
dle-aged parents die and grandparents, particularly grand-
mothers, must single-handedly care for themselves and 
orphaned grandchildren (see e.g. Mupedziswa, 1998; Tlou, 
1998). Thus, new roles for grandparents and new meanings of 
grandparenthood in Africa are also contemporary building 
blocks. Others are poverty, especially of older women, and a 
lack of social security and other adequate welfare provision 
in the vast majority of African countries. Then there are con-
flicts and violence in Africa which impact on the elderly and 
result in displaced and traumatized older citizens and refu-
gees. There are the demographic and health transitions, 
whereby longevity will be extended and chronic morbidity in 
older persons increased - in a continent with scarce geriatric 
care resources and arguably dwindling kin support. There are 
older women who will live longer and will increasingly carry 
the greater burden of caregiving, notwithstanding their own 
advancing frailty. 
There is rural ageing. There are self-help and income-gen-
erating initiatives of older individuals and groups. Finally, 
there is societal affirmation of African elderliness and the 
re-integration of elders in new-world African society. Sev-
eral contemporary building blocks are not as much new as 
demographic and social forces in the continent are changing 
the priority of issues. 
Of all building blocks though, spanning traditionalism and 
modemism, the single most important building block, both in 
the past and the present, is the family (and kin support). Nev-
ertheless, family structures are changing - from whichever 
perspective one looks at it. Cattell suggests that no longer 
should we mindlessly refer to "the traditional African fam-
ily," that is supposedly "disappearing." Nor should we 
romanticize and contrast the traditional family to "the mod-
ern African family" - whatever that may be! African families 
are responding and adapting to new conditions; rather than 
being acted upon by modernity, they are interacting with it. 
Along with the changes in family structures are changes in 
the position and roles of older persons, and older persons' 
experience of these changes. Gerontologists in Africa need to 
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both explain these changes and to understand the experi-
ences. 
Other theories 
I argue that African gerontologists should work explicitly 
within theoretical explanatory frameworks to create cumula-
tive knowledge. What then are some other theoretical tradi-
tions within which they may seek explanations for situations 
and conditions of ageing? I propose that among numerous 
possibilities, suitable theoretical frameworks may be found 
in social exchange theory, a political economy orientation, 
feminist theories and social constructionist perspectives. I 
draw on a review of social gerontology theories of Bengtson, 
Burgess and Parrott ( 1997), which the authors discuss as a 
stable of "third-generation" (contemporary) theories, and 
propose how concepts of the theories may be applied in stud-
ies in African settings. 
The intellectual origins of social exchange theories lie in 
the classic formulations of Blau and Homans. The theories 
attempt to explain motivations for behaviour, and the balance 
and structure of exchanges. While key concepts include 
social rewards and costs, social resources and social contact, 
the theories attempt to account for exchange behaviour 
between individuals of different ages as a result of the shift in 
roles, skills and resources that accompany advancing age 
(Hendricks, quoted in Bengston et al., 1997). Thus, gerontol-
ogists in Africa may employ social exchange theories to 
explain kin support systems and intergenerational living 
arrangements. 
However, Sagner disagrees that social exchange theories 
can explain kin support patterns. He argues that in most of 
these theories human agency and social dynamics are too eas-
ily reduced to a calculus of interest and that the theories do not 
pay sufficient attention to structural/cultural frameworks. 
The political economy orientation has its classical origins 
in Marxism, conflict theory and critical theory, and devel-
oped as a reaction to structural-functionalism. The perspec-
tive attempts to explain how economic and political forces 
detennine how social resources are allocated. Thus, varia-
tions in the treatment and status of older persons may be 
understood by examining public policies, economic trends 
and social structural factors (see Minkler, 1984 and Walker, 
1981, as cited in Bengston et al., 1997). According to this per-
spective socio-economic and political constraints shape the 
experience of ageing, through the status accorded to elders 
and the social construction of ageing as a "problem." Given 
that population ageing in Africa as a result of demographic 
change - albeit at a slow rate - will become increasingly 
politicized, the political economy of both health resources 
and social security for older persons, for example, are areas in 
which the theory may be applied. 
The feminist theories in social gerontology argue that gen-
der should be a primary consideration in attempts to under-
stand ageing and older persons. The theories have their 
origins in symbolic interactionism, phenomenology and 
ethnomethodology. Key concepts include gender stratifica-
tion, power structures and social institutions at the macro 
level of analysis and social networks, caregiving, social 
meanings and identity at the micro level of analysis. The the-
ories lend themselves readily as explanatory frameworks for 
studies on the impact of structural factors on older women in 
Africa, as well as the "multiple jeopardies" they face and how 
they experience ageing. 
Finally, the social constructionist theories, which have 
similar origins to those of the feminist theories, as well as ori-
gins in post-structuralism, are used in attempts to understand, 
if not to explain, the social construction of age and ageing. 
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The theories focus on social meanings social interaction 
identity and life events. The theories ~ay be applied, fo; 
example, as suggested by Bengtson eta/. ( 1997), in narrative 
analysis with residents of old people's homes and in the eth-
nography of nursing-home care. (Makoni (1998) has con-
ducted studies using social constructionist theory within 
these areas in Cape Town, South Africa.) Similarly, the theo-
ries may be applied in studies on the social and cultural con-
struction of frailty and the social meaning of being very old in 
Africa. 
Other theoretical frameworks within which African geron-
tologists could work fruitfully are the life-course perspective 
(not quite a theory, the approach is multidisciplinary and 
dynamic, and focusses on social ecology, life trajectories, age 
roles and norms across time); the age stratification perspec-
tive (which attempts to explain the interdependence of age 
cohorts and social structure, and considers the effects of 
structural lag, cohort flow and the influences of social change 
on the family at a macro level of analysis); and critical per-
spectives (which criticize power structures and processes, 
and attempt to explain subjective/interpretative dimensions 
of ageing and the power of emancipatory knowledge). 
Research methods 
The use of a wider array of theories in studies of ageing in 
Africa should be concomitant with the employment of a 
wider variety of research methods. Far too few micro-level, 
or qualitative-type studies are conducted in African settings. 
Such studies would enable researchers to learn about the 
lived experience of older Africans - which would in tum help 
to refute some of the stereotypes reiterated by the proponents 
of modernization theory. 
Sagner adds that in as much as African gerontology should 
have an emancipatory objective (the empowerment of older 
Africans), older persons must be viewed as human agents, 
invested with motives and awareness, and their (changing) 
experiences must be considered. However, he argues that a 
call for a "(re)-discovery" of experience raises a far larger 
theoretical and methodological issue, namely the relationship 
of structure and agency. Thus, Sagner suggests, future Afri-
can gerontology should be neither macro level nor micro 
level but both. He points out that the popularity of the 
life-course approach may rest in the fact that it facilitates the 
integration of both perspectives, as well as an integration of 
the past and the present. 
Overviews and sources 
A particular quibble of SAJG editors are papers which edito-
rial panellists Cattell, Sagner and I refer to as armchair macro 
overviews. The so-called macro overviews, which tend to be 
paternalistic and are often subm itted by authors in 
non-African countries, typically give brief demographic 
background on a country, cite outdated data sources, and pre-
dictably reiterate stereotypes of modernization theory. Few 
attempts are made in such papers to include cultural content 
or to interpret cultural differences, or to give data gathered 
firsthand from subjects. 
Sagner suggests that given the popularity of "brief demo-
graphic background"-type papers, it may be apposite to call 
for more critical demographic analyses, inf01med by political 
economy and culturalist perspectives. All too often demo-
graphic projections, such as an increase in the number of 
chronologically old people, are simply constructed as 
self-evident signifiers of a looming ageing crisis, without 
questioning the epistemological and ideological bases of the 
argument and the culture-boundedness of demographic key 
concepts, e.g. the dependency ratio. 
Another quibble of mine is a reliance of authors on out-
dated literature sources - especially in papers submitted by 
"young" South African authors. This reliance may reflect the 
state of gerontology research education in the country, 
although authors from other southern African countries who 
have undertaken postgraduate studies in gerontology abroad, 
and even "experienced" authors who live in overseas coun-
tries, are equally guilty of this shortcoming. A particularly 
large number of American and British gerontology sources 
circa 1980-82 are cited in manuscripts - as out-of-context 
supporting evidence for ageing situations in Africa. 
As far as South Africa is concerned, it would appear that 
university libraries have acquired few social gerontology 
textbooks since that era, which was the start of the academic 
sanctions against the country in the 1980s because of its 
apartheid policies. Be all of this as it may. The point is that the 
situations of older Caucasians in Western countries almost 20 
years ago have few parallels with the situations of older per-
sons in African countries at the end of the 1990s. What is a 
matter of concern is that a large number of authors apparently 
do not attempt to consult the growing number of African ger-
ontology sources, nor indeed recent global demography 
sources. Thus, taking this line of argumentation a step further, 
one might make out a case for the need for a reader in African 
gerontology in the near future. 
This issue 
Several contemporary building blocks of African gerontol-
ogy are used in the papers in this number of SAJG. First, 
Madzingira draws on 1990s' demographic data sources to 
examine selected levels, patterns and trends of population 
ageing in Zimbabwe. She briefly outlines implications of 
population ageing for socio-economic development in the 
country, and highlights critical areas such as the future of the 
family as a safety net for elders, inadequate social-security 
measures, health care provision, trends in consumption of 
goods and services, and the ageing population structure in the 
rural areas. Although based on a descriptive modernization 
theory model, the paper reflects the continued usefulness of 
the theory in highlighting the effects of structural lag, but 
avoids a reliance on stereotypes. 
Staying in Zimbabwe, Mupedziswa takes up feminist 
issues and critiques the plight of older female informal-sector 
traders and their gender-based cumulative disadvantage. The 
author pertinently and sympathetically examines the 
women's diminished access to power across the lifespan and 
their dilemma as they become increasingly frail. Refresh-
ingly, he approaches his investigation from a political econ-
omy perspective, and considers the interdependence of this 
gender-differentiated age cohort and the social structure. 
Moving to Ghana, Adeku in his paper examines 
socio-demographic factors in the marital status of older per-
sons. His findings highlight the greater proportion of widows 
in the older population, which gender differential he explains 
is a function of both a high mortality rate in older men and 
remarriage. He also specifically examines gender-based 
inheritance and other wealth transfer patterns - and hence 
uses both social exchange theory and political economy the-
ory concepts for explanation, as well as draws on feminist 
theories to analyse the situations of the older women. 
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Staying in Ghana, Darkwa gives his views on the 
health-care needs and challenges of older Ghanaians who 
reside in rural areas. Again, the author addresses a political 
economy issue, and makes suggestions on how the govern-
ment could bridge the urban-rural health gap and improve 
both preventive and curative health-care service delivery to 
the vast majority of the older Ghanaian population which 
lives in the rural areas. He also introduces an intriguing 
notion of the role that communication technology can play in 
the future provision of health care to Africa's elderly. 
Finally, revisiting demographic and health transitions in 
Africa, their implications and related issues, Adamchak 
reviews the World Health Organization's 1997 report on 
Ageing in Africa, authored by Nana Araba Apt in Ghana. 
Adamchak evaluates this "overview" report and its rele-
vance, and examines some of the historical and contemporary 
African gerontology building blocks with which the report is 
constructed. 
International Year of Older Persons 
SAJG joins the global gerontology community in honouring 
1999 as the International Year of Older Persons (IYOP). In 
particular, it celebrates the lives, personhood and contribu-
tion to society of older persons across the African continent. 
Through the papers that it publishes, the Journal strives to 
contribute knowledge both to empower older Africans and to 
enhance their quality oflife, as well as for meeting the present 
and future challenges of ageing in the region. 
The October 1999 number of SAJG will report on the con-
tent and declaration of the Third African Region Workshop 
of the African Gerontological Society (AGES International), 
with the theme "Ageing in changing societies - Africa pre-
paring for the next millennium," held in Nairobi, Kenya on 
12-16 Aprill999. 
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Population ageing in Zimbabwe: 
levels, patterns and trends 
Nyasha Madzingira* 
Centre for Population Studies, University of Zimbabwe 
Abstract 
While population ageing has drawn considerable and 
increasing attention in developed countries, it has hardly 
begun to be recognized in the developing regions, where 
demographic change is indeed only a matter of time. Despite 
other pressing demographic problems in developing coun-
tries, such as high population growth rates, high infant and 
child mortality, and excessive urban expansion, the impact of 
related cultural and economic factors on older persons can 
no longer be ignored in government policy. This paper selec-
tively examines population levels, patterns and trends in Zim-
babwe. The socio-economic implications of population 
ageing in developing countries in general are discussed with 
reference to Zimbabwe. 
Introduction 
The world faces a dramatic ageing of its population in the 
near future (United Nations, l994a). Due to declining fertility 
and mortality rates and increasing life expectancy at birth, the 
proportion of persons aged 60 years and over in the popula-
tion will increase for all countries. 
In 1950, 200 million persons world-wide were 60 years and 
over and constituted 8% of the total global population. The 
older population was evenly distributed between the devel-
oped and the developing regions. By 1975, this figure had 
increased by 75% to 350 million persons, still evenly distrib-
uted between developed and developing regions (United 
Nations, 1994b ). 
Since 1975, the world's older population is increasingly 
concentrated in the developing regions, namely Latin 
America, Asia and Africa. The total world older population is 
projected to be 616 million by the year 2000, with 62% of that 
population living in developing countries. In 2025, the abso-
lute number of older persons will double, to 1.2 billion, 
constituting about 14% of the total population, with 71% 
living in developing regions (United Nations, 1994b). 
As is currently the case in the developed countries, care of 
the aged will become an increasingly important policy 
concern for developing countries. The indications are that by 
the year 2000, life expectancy at birth in the developing 
regions will reach 60 to 70 years. With a major increase in the 
absolute number of older people, who will live longer, and the 
psychosocial, cultural and life-style changes that tend to 
accompany urbanization, many of these countries are likely 
to face a sharp increase in chronic non-communicable 
diseases at a time when infectious diseases are sti ll not wholly 
under control. 
* Address correspondence to 
This paper examines selected levels, patterns and trends in 
population ageing and their implications in Zimbabwe, a 
developing country. 
Data sources 
Two main data sources are drawn upon in the paper. The first 
source is the Zimbabwean 1992 population census conducted 
by the Central Statistical Office (CSO, 1995) with support 
from the United Nations Population Fund and the Swedish 
International Development Agency. The second source is 
United Nations' data published in World population pros-
pects (1995) and The sex and age distribution of the world 
population (1994b). Data from earlier sources are used inter-
mittently in the paper to show demographic changes over 
time. 
Trends in population ageing 
Various demographic indicators may be used to describe the 
ageing of populations. The following indicators are used in 
this paper: the relative weight of older persons in the popula-
tion, the age structure of the population and the sex ratio in the 
older population. 
According to 1982 census data for Zimbabwe, the 
percentage of the population aged 60 years and over in the 
total population was 4.7, with persons aged 0-14 years consti-
tuting 4 7. 7% of the total population. Of this older population, 
51.2% were males and 48.8% were females. The 1992 census 
data show an increase in the percentage of persons aged 60 
years and over to 5%, with the percentage of persons aged 
0-14 years reduced to 45.1%. In 1992 the older population 
numbered 524 726 persons. 
The ageing of the population 
The medium variant projections, based on United Nations' 
estimates shown in Figure 1, indicate the increase in the pop-
ulation aged 60 years and over. 
Figure 1 highlights the increase in the "old-old" popula-
tion, i.e. persons aged 75 years and over. As is the case in 
other developed and developing countries, the older age 
groups (75-79 years, 80+ years) within the Zimbabwean 
population aged 60 years and over will expand more rapidly 
than the younger age group (60-74 years). Women will be 
more numerous than men in each of these age groups. 
The sex ratio 
A trend in population ageing is a change in the ratio of males 
to females. In 1990 the United Nations (1994b) estimated that 
Ms Nyasha Madzingira, Centre for Population Studies, University of Zimbabwe, P 0 Box MP 167, Mount Pleasant, Harare, Zimbabwe. 
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there was an average of 67 males for every 100 females in 
developed countries and an average of98 males for every 100 
females in developing countries. At that time, the sex ratio for 
Zimbabwe was 88 males for every 100 females (UN, l994b ). 
The CSO (1985, 1995) calculated a sex ratio of 103 males to 
l 00 females, which according to the 1992 census had 
declined to 97. 
Figure 1 
Projected Zimbabwean population aged 75-79 years 
and 80+ years, 2000-2050 
(1000s) 
2000 2010 2020 2030 2040 2050 
.J 75-79 years 0 80+ years 
Source: United Nations, 1995. 
Using the United Nations' data, the sex ratio ranges between 
80 and 90 males to 100 females from 1950 and as projected to 
2050 (Figure 2). Further breakdown of this data by age group 
shows an improved sex ratio, which is above 80 but below 90, 
in the 60-64-year age group, which declines with age to 
between 70 and 7 5 males per 100 females in the 
80-years-and-over age group. This trend reflects a higher life 
expectancy for females than males, although males are never-
theless gaining more years but at a lower level. 
Figure 2 
Age/sex ratio of the Zimbabwean population aged 60+, 
in five age groups, 1980 and projected to 2040 
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Source: United Nations, 1994b. 
An analysis of the 1982 and 1992 census data also confirms 
that there is a decline in the sex ratio as people grow older in 
Zimbabwe. The 1982 census showed a sex ratio of 118 in the 
60-64-year age group and of84 in the 75-years-and-over age 
group (CSO, 1985). A sex ratio of 113 males per 100 females 
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in the 60-64-year age group and a ratio of 76 in the 
75-years-and-over age category are found in the 1992 census 
data (CSO, 1995). 
Significantly high female life expectancy is shown in the 
1982 census data and this life expectancy is even higher 
according to the 1992 census data. 
Determinants of population ageing 
Two indicators used in determining the ageing of a popula-
tion are the crude birth rate and the crude death rate, and life 
expectancy at birth. 
Changes in crude birth and death rates 
Following fertility trends from 1950 to date, the crude birth 
rate (CBR) has been declining from the 1950 figure of 51.8 
births per 1 000 population to the current level of 36 births, 
and is projected to be 15.3 births by the year 2050 (Figure 3). 
Fertility transition has also been shown in several surveys 
carried out in the country (Zimbabwe Reproductive and 
Health Survey, 1985: Zimbabwe Demographic and Health 
Surveys, 1989, 1995: CSO, 1985, 1995). 
Figure 3 
Crude death rate, crude birth rate and life expectancy, 
Zimbabwe, 1960-2040 
CDR,CBR Eo 
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This decline in fertility will not only effect the ageing of the 
population but will also affect care systems for the elderly. A 
decline in the CBR will mean a decline in the number of 
potential caregivers to older persons. 
Mortality has been following a similar declining trend until 
the early 1990s. The crude death rate (CDR) of23.3 in 1950 
decreased to 12 between 1990 and 1995, and it is projected 
that it will be at a low of6.1 by the year 2050 (UN, 1994b). 
Changes in life expectancy 
Despite the AIDS epidemic and resulting mortality, life 
expectancy at birth is projected to increase to the extent that 
Zimbabwe will have a high proportion of old-old persons by 
the year 2050 (UN, 1994b). In 1950, life expectancy for 
males and females was 39.9 years and 43.1 years, respec-
tively. Between 1995 and 2000, males will have gained 12.7 
years and females 12 years. From 2015 to 2020, the life 
expectancy for males will be 63.9 years and for females, 67.4 
years. It is projected that between 2045 and 2050 life expec-
tancy will be 74.6 years for males and 78.9 years for females. 
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These projections show an increase in the number of older 
females compared to older males due to higher life expec-
tancy. The higher life expectancy for females will not only 
mean a lower sex ratio in the older population, but for older 
women themselves, this may mean loss of support from a 
spouse and siblings, leading to economic deprivation, 
prolonged widowhood and greater dependence on formal 
support systems. 
Distribution by demographic and socio-economic 
status 
Provincial distribution 
The distribution of the older population by province as a per-
centage of the total population residing in each province (see 
Table 1) shows that of all provinces, Matebeleland South 
(6.9%) has the highest percentage of older persons. Harare 
and Bulawayo provinces have the lowest percentages - 2% 
and 3%, respectively. The latter two provinces are 
city-provinces, and are a magnet for young adults seeking 
employment opportunities. 
Table 1 
Population aged 60+ as a percentage of the total 
Zimbabwean population, by province and by gender 
Province Males Females Total 
% % % 
Matebeleland South 6.4 7.4 6.9 
Mashonaland East 6.3 6.3 6.3 
Matebeleland North 5.7 6.3 6.0 
Masvingo 5.3 5.9 5.6 
Mashonaland Central 5.8 5.2 5.5 
Manicaland 5.2 5.3 5.2 
Mashonaland West 5.5 4.4 5.0 
Midlands 4.8 4.9 4.8 
Bulawayo 4.0 3.2 3.6 
Harare 3.1 2.4 2.8 
Source: Central Statistical Office, 1995. 
Distribution by gender 
According to the CSO (1995), 50.9% of the older 
Zimbabwean population are females and 49.1% are males. 
Since women tend to outlive men generally, the number of 
widows in the older age groups significantly affects the social 
structure of older people. In addition, the age difference 
between spouses, which usually favours husbands, means 
that females are more likely to be widowed than males. Con-
sequently, problems relating to employment, income ade-
quacy, health and health care, living arrangements, and 
patterns of social interaction of older people may affect older 
women more than older men. 
Education 
In the 1992 census, the population aged 15 years and over 
which had completed at least a Grade 3 level of education was 
classified as literate. Eighty per cent of the population was 
found to be literate and the literacy rate was higher for males 
(86%) than for females (75%) (CSO, 1995). 
For persons who had no schooling, 17.1 % were elderly, 
compared to 27.4% in the 15-59-years age group. Table 2 
gives a breakdown of school attendance for the population 
aged 60 years and over, by age and by gender. 
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Table 2 
Percentage distribution of the population aged 60+, by 
age group, gender and schooling 
Age group Schooling No schooling 
(years) Males Females Males Females 
% % % % 
60 - 64 61 .0 39.0 41.2 58.8 
65 -69 58.4 41.6 39.4 60.6 
70 -74 56.6 43.4 40.6 59.5 
75+ 52.0 48.0 37.1 62.9 
Source: Central Statistical Office, 1995. 
Rural/urban location 
According to the 1992 census, the rural areas of Zimbabwe 
with 6.2% of the population aged 60 years and over, have th~ 
highest proportion of older persons, compared to 2.8% for the 
urban areas (CSO, 1995). 
Of those aged 60 years and over in the rural areas, 52.6% 
are females, compared to 47.4% males. Presumably, this 
distribution is due to gender differentials in mortality. 
However, in urban areas, 57.6% of the total population aged 
60 years and over is comprised of males, compared to 42.4% 
females (CSO, 1995). In this case, even though there are 
gender differentials in mortality, the percentage of males in 
urban settings is higher than that of females - and hence the 
differences. This is so because males account for a larger 
percentage of the population in the labour market. 
The greater proportion of older persons in the rural areas 
could be due to people retiring from formal employment and 
returning to their rural homes which are less expensive to 
manage when compared to urban accommodation. It is also 
more secure for individuals to retire to a rural area where 
they can obtain a piece ofland from the headman, for ~ultiva­
tion and keeping livestock, without having to worry about 
title deeds, rentals and rates. Another reason is rural 
out-migration by young and able-bodied persons, who leave 
sick and elderly relatives behind in rural areas. 
Household headship 
The 1992 census identified 2 163 289 households in the coun-
try, with a population of 10.3 million at the time (CSO, 1995). 
This means that the average household size at the time was 
five persons. Of the households, 16.2% were headed by per-
sons aged 60 years and over (Table 3). 
Table 3 
Percentage distribution of heads of households aged 
60+, by age group and by gender 
Age group Percentage of households headed by %of 
(years) Males Females total 
% % households 
60-64 70.4 32.5 5.6 
65-69 67.5 35.8 3.1 
70 - 74 64.2 39.5 3.7 
75+ 60.5 37.2 3.3 
Total 16.2 
Source: Central Statistical Office, 1995. 
Ofthis 16.2%, 15.7% of the households were in urban areas 
and 84.3% were in rural areas. What is interesting, is that 
even though women generally live longer than men, very few 
households identified a woman as the head of the household. 
Thus a greater number of Zimbabwean households are 
headed by males than females. 
Of the 11 0 500 multigenerational households identified, 
only 5% accommodated persons aged 60 years and over; 
80.9% had persons aged 15-64 years and 14.1% had children 
aged 0-14 years. 
An analysis of household headship data by age and marital 
status showed that the majority of household heads aged 60 
years and over were either widowed or divorced/separated. 
This pattern was true for both males and females. 
Economic activity 
The CSO ( 1995) noted that according to the 1 992 census, the 
population aged 15 years and above numbered 5 683 323 and 
that 62% of this population was defined as economically 
active. Of this economically-active population, 22% were 
unemployed, 24% were communal farm workers and 55% 
were employed. 
The data show that the majority of older persons are unem-
ployed. Of the total 38% economically-inactive population, 
13.4% are aged 60 years and over. The majority of these 
persons acknowledged that they were inactive due to retire-
ment, sickness or old age. Assessing this data by rural-urban 
location, most of the economically-active and economi-
cally-inactive persons reside in rural areas. 
Implications for socio-economic development 
The family as a safety net 
Declining fertility results in a reduction in overall family size 
and in the number of kin. A decline in mortality increases 
survivorship between and within generations. Thus these 
processes mean that parents will have fewer children to 
depend upon. As fertility decline is often associated with 
delayed age at marriage, and consequently delayed age at 
child bearing, adults are in a position where they have to sup-
port young children and at the same time care for parents and 
grandparents. This situation places a very heavy social, eco-
nomic and psychological burden on both a caregiver and an 
older person. 
Faced with situations where families cannot cope with the 
care of their older members, governments tend to rely on 
inst itutional ized care. However, very few older 
Zimbabweans reside in institutions - about I% of the older 
population, and then about half of these institutionalized 
persons are whites. Families thus need to be assisted to care 
for their elderly relatives and strategies need to be devised for 
this purpose. The strategies should draw on cultural traditions 
and mores which previously ensured security, honour and 
respect for Zimbabwean people in their old age. 
Gender differences 
There is a need to recognize the biological differences 
between men and women, and the role differences that con-
tinue to govern behaviour in old age. Men aged 65 years and 
over are more likely to be married, usually to younger 
women, while women in that age group are more likely to be 
widowed. Problems relating to employment, adequacy of 
income, health and caregiving responsibilities may affect 
older women more than older men. Options for dealing with 
the special gender-related needs of both sexes should be 
reviewed. Not only will this promote greater equity between 
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the sexes, but will also improve the general welfare of both 
men and women as they grow older. 
Lack of income security 
Current social security measures in Zimbabwe are limited in 
coverage and extent, since only persons who retire from for-
mal employment or who receive a private pension benefit 
from some form of social security. 
In situations where a government pension is received, it is 
rarely fully indexed to inflation, so workers are poorly 
protected in old age. In general, publicly managed funds set 
aside for the old are often dissipated by poor management. 
According to the World Bank (1994), the public provident 
fund in Zambia, which invested exclusively in public securi-
ties, lost 23% per year on average between 1981 and 1988, 
and more than halfofthe contributions were used for admin-
istrative purposes. 
Housing 
Under the Welfare Organisation Act, the government encour-
ages the settlement of needy, homeless elderly people in old 
people's homes. Eighty such homes are operated, 20 of which 
do not charge residents fees. The government subsidizes the 
latter homes through grants. But how many elderly benefit 
from these homes and grants? Very few, if we consider that 
the majority of the older population resides in the rural areas 
and three-quarters of the homes are in the urban areas. 
Health care provision 
Another major problem is the provision of health-care ser-
vices to the older population, which suffers a high prevalence 
of degenerative diseases. In general, the elderly consume a 
large portion of health-care resources, which places a burden 
on the state, communities and families. In Zimbabwe, the 
elderly account for almost 20% of all admissions to public 
hospitals, even though they constitute only 5% of the popula-
tion (Government of Zimbabwe, 1994). 
Now that Zimbabwe is faced with a growing demand for 
geriatric health care services, how will older persons be able 
to afford the medical care which they need to sustain good 
health? At present, due to economic hardships that burden 
their children, very few older Zimbabweans are sent remit-
tances by children, i.e by children who live elsewhere. Older 
persons who live in rural areas are particularly unable to 
afford to pay for health care. 
Consumption 
Ageing of the population will influence consumption patterns 
in the country. Population ageing tends to produce a slow 
decline in the consumption of goods and services for children 
and a slow increase in the consumption of goods and services 
for older persons - for example, special housing and health 
aids. From the state's part, expenditure on inactive old people 
is entirely for consumption, especially in the case of costly 
medical-care services, with very little or no production in 
return. 
Agricultural sector 
The age structure of the Zimbabwean labour force is charac-
terized by a remarkable change in the agricultural sector. The 
rural areas are experiencing a heavy decrease in workers who 
would normally be engaged in agriculture but who are 
migrating to the cities. The age structure of the rural popula-
tion is thus growing increasingly older. 
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Elder care in Zimbabwe 
The implications of population ageing for both society and 
individuals in Zimbabwe, especially older individuals, are 
obvious. What is being done about the effects of the demo-
graphic changes? An attempt is made to answer the question, 
albeit briefly and selectively, in terms of the role played by 
non-governmental organizations (NGOs) and legislation on 
the care of older persons. 
Help Age Zimbabwe is one of several NGOs involved in a 
variety of activities and projects aimed at alleviating the 
plight of the elderly in the country. Its programmes include 
the provision of meals-on-wheels, low-cost and subsidized 
housing, income-generating project support, institutional 
care, training, information services and advocacy - to raise 
awareness on issues affecting older persons. The activities 
mainly benefit destitute older persons. 
Regarding legislation, it has been proposed that an act of 
government be established on elder care in Zimbabwe. The 
legislation should cover , among other things , 
family-focussed social welfare services - to promote 
community-based care, the protection of elderly consumers, 
the continued employment of older persons, income security 
and education. What remains, therefore, is for the govern-
ment to develop a comprehensive, integrated and 
co-ordinated policy that incorporates the elderly. The elderly 
are not a separate segment of the population and the labour 
force, since any society consists of a population structured by 
age and gender with varied social, economic, cultural and 
biological functions, with each population segment being 
essential and intricately connected with every other segment 
An integrated and holistic approach to population ageing, 
taking social, economic, and cultural change into account, 
may be the only effective solution to the emerging problems. 
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AIDS reduces African life expectancy 
8 
AIDS results in higher mortality rates in childhood, as well among young adults where 
mortality is otherwise low. Thus, AIDS-related deaths will have a greater impact on life 
expectancies than on some other demographic indicators in these countries. 
The US Bureau of the Census suggests the following reduced life expectancies (in years) 
due to AIDS in African countries: 
Botswana 62 to 40 Malawi 51 to 37 
Burkino Faso 55 to 46 Namibia 65 to 42 
Burundi 55 to 46 Nigeria 58 to 54 
Cameroon 59 to 51 Rwanda 54 to 42 
Central African Republic 56 to 49 South Africa 65 to 56 
Republic of the Congo 57 to 47 Swaziland 58 to 39 
Congo 54 to 49 Tanzania 55 to 46 
Ethiopia 51 to 41 Uganda 54 to 43 
Ivory Coast 57 to 46 Zambia 56 to 37 
Kenya 66 to 48 Zimbabwe 65 to 39 
Lesotho 62 to 54 
Excerpted from "AIDS sends African life expectancy plunging," The Cape Argus, 
March 18, 1999,p. 7. 
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Bruised and battered: the struggles of older 
female informal traders in urban areas of 
Zimbabwe since the economic reforms 
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Abstract 
In Zimbabwe, th e Economic Structural Adjustment 
Programme (ESAP) launched in 1990 with the goal of 
improving the living standards of the people, has had the 
opposite effect in that it has caused untold financial hardship, 
particularly among ma1ginalized groups. In the wake of the 
difficulties, many individuals have turned to the informal sec-
tor for survival. Traditional informal-sector operators, who 
include older women as well as new entrants, in particular 
retrenched formal-sector workers and school leavers, find 
themse/vesjostlingfor space in the new harsh economic envi-
ronment characterized by austerity. These developments 
have resulted in the informal sector being saturated, compro-
mising whatever viability the sector may have commanded. A 
group whose activities have been most negatively affected is 
olderfemale informal traders. This paper analyses the plight 
of older female informal-sector traders and concludes that 
the women need assistance to enable them to survive and to 
remain self-reliant. 
Introduction 
In Zimbabwe's urban areas are numerous informal-sector 
operators whose activities fall in three broad categories: petty 
trade (e.g. vending), services (e.g. repairs and maintenance) 
and small-scale production enterprises (Brand, 1986; 
Mupedziswa, 1990, 1994; Mupedziswa & Gumbo, l998b). 
The Zimbabwean informal sector has been dubbed a "safety 
net" because of the income-generating opportunities which it 
offers to the majority of the people, particularly marginalized 
persons in urban areas (Brand, Mupedziswa & Gumbo, 
1995). Its function has become even more critical in the pre-
vailing environment characterized by economic reforms. 
It is not clear how many people operate in this sector in 
Zimbabwe at present. A study conducted in 1991 found more 
than 845 000 participants in the micro and small-scale enter-
prises which provided regular work for over 1.6 million peo-
ple (MacPherson, 1991 ). The figures compare favourably 
with those provided in a related study conducted a few years 
later, in 1994, by Intermediate Technology Zimbabwe (ITZ), 
which found 942 000 such enterprises throughout Zimbabwe, 
again giving work to 1.6 million persons (Mupedziswa, 
1995). 
lt is generally held that petty-trade activities will have the 
largest number of operators (Brand, Mupedziswa & Gumbo, 
Address correspondence to 
1995). Two-thirds of informal-sector workers in Zimbabwe 
are women (Brand, Mupedziswa & Gumbo, 1993) and a fair 
proportion are older women. This paper examines the plight 
of older female informal-sector traders in the prevailing 
depressed economic environment in Zimbabwe. It utilizes 
findings of several studies conducted at different times on the 
informal sector and the economic reforms in the country. 
Economic reforms and the informal sector 
Zimbabwe launched the economic reform programme to 
address the country's ailing economy in 1990. The key fea-
tures of the first phase of this programme (dubbed the Eco-
nomic Structural Adjustment Programme, or ESAP for short) 
were fairly standard and included cost-recovery measures 
and the introduction of trade liberalization whose elements 
included the removal of trade restrictions, among other provi-
sions. Other features of the reform programme included the 
liberalization of foreign exchange and foreign trade, and the 
reduction of government expenditure and the fiscal deficit 
(Robinson, 1991; Loewenson & Mupedziswa, 1996; 
Mupedziswa, 1997b). The second phase of the reform 
programme (dubbed the Zimbabwe Programme for Eco-
nomic and Social Transformation, or ZIMPREST for short), 
whose central features are basically similar to those of its pre-
decessor, was launched early in 1998.1twas stated at the time 
that ZIMPREST aimed to consolidate the gains made during 
the first phase of the reforms (Government of Zimbabwe, 
1998). 
However, the economic reform programme has had serious 
flaws which have led to numerous deleterious effects, partic-
ularly among marginalized groups. Mitigatory measures 
were put in place to cushion these effects on marginalized 
groups. The measures, which mainly fell under the rubric of 
the Social Dimensions Fund (SDF), have had very limited 
impact (Loewenson & Mupedziswa, I 996; Kaseke, Gumbo, 
Dhemba & Kasere, I 998). The problems with the measures 
have included a shortage of resources and mistargeting. 
Most individuals who have been adversely affected by the 
economic reforms have had to enter the informal sector to 
make a living. However, they do not constitute the only group 
in this sector. Four main categories of people operate in the 
informal sector in Zimbabwe today: the marginalized, who 
have made this sector their sole source of income; some 
low-income earners, who use the sector to supplement mea-
gre incomes; and some middle-income earners who engage in 
Mr Rodreck Mupedziswa, School of Social Work, University of Zimbabwe, P B 66022, Kopje, Harare, Zimbabwe. 
E-mail: ssw@esanet.zw 
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multiple livelihoods, largely to stave off the negative effects 
of the austerity measures associated with the current eco-
nomic hardships. A fourth category, dubbed the "new poor," 
mainly comprises individuals who previously held formal-
sector jobs, but were retrenched at the time that the economic 
structural adjustment programme was launched. Among the 
marginalized group are female traders, some of whom are 
old. 
The unfriendly operating environment 
Operators in the informal sector in Zimbabwe have faced 
numerous operational constraints, among which has been a 
lack of credit facilities. Banks are disinclined to give loans to 
these operators, especially to older women, as the operators 
often lack collateral security and the banks are of the opinion 
that these people lack business acumen. Providers of 
micro-credit facilities, be they government, NGO or other 
sources, have also roundly ignored older women. Their gen-
eral argument has been that it would be difficult to recover 
money from frail older people. They have also expressed 
fears that the money could be diverted and used to purchase 
basic commodities (Mupedziswa & Gumbo, 1998a). In 
essence, the banks fear that they may not get their money 
back. Studies (e.g. Mupedziswa, 1994) have also identified a 
lack of training - not only skills training but also financial 
management ability - as a constraint. Some traders have com-
plained of a lack of suitable and secure premises from which 
to operate. Local authorities have frequently shown a reluc-
tance to provide land to the operators. 
Ambiguous legislation has also been a constraint to infor-
mal sector traders. In November 1994 the Zimbabwean gov-
ernment announced that it would allow what it described as 
"quiet and non-intrusive [informal sector] businesses in resi-
dential areas" to operate unhindered. Such activities would 
include those of hairdressers, beauticians and barbers, as well 
as typing, knitting, wood and stone carving, dressmaking, 
book binding, sign writing, computer services and small 
offices run by family (Mupedziswa & Gumbo, 1998a). 
Despite the announcement, the police have continued to 
harass traders in many parts of Zimbabwe, possibly because 
the new directives have not been taken up in municipal 
by-laws in many urban areas ofthe country. An old woman in 
Harare, tired of persistent harassment, lamented during an 
interview as follows: "These constant raids by municipal 
police, this harassment is making it very hard for us to sur-
vive" (Brand et al., 1995: 159). 
In addition to the problems and the poor economy is an 
unprecedented fall of the Zimdollar, which has resulted in 
reduced business (Business Herald, October 29, 1998: 4). 
Older women in urban informal trade 
For numerous older female traders, the informal sector is 
their mainstay. As is the case elsewhere (e.g. Ghana), apart 
from reasons of social inclusion (Apt, Koomson, Williams & 
Grieco, 1995), continuing and substantial economic pressure 
upon older women to earn means they are obliged to keep on 
working. The majority have earned their livelihood from 
informal trade throughout their adult years. Some have never 
married, some are divorced and some are widowed. 
Studies have alluded to the plight offemale informal trad-
ers, including older women, in Zimbabwe since the economic 
reforms (e.g. Brand et al., 1993, 1995; Mhone, 1993), but 
none has focussed on older female traders per se; the studies 
have only commented on the plight of this sub-group within 
the context of broad investigations. The studies are listed in 
Figure 1. 
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Selected studies on informal-sector operators since the 
introduction of the economic reforms in Zimbabwe 
Authors Year Location Sample Females in 
size sample 
n % 
Mupedziswa 1990 Greater Harare 150 13 
Environment 1990 Harare. 225 100 
Development Masvingo, 
Action Murewa 
MacPherson 1991 Country-wide 5 575 67 
Kanji & Jazdowska 1993 Kambuzuma, 120 100 
Harare 
Mhone 1993 Harare, 364 Unknown 
Bulawayo, Gweru 
Brand, Mupedziswa 1992 Greater Hararea 174 100 
& Gumbo 
Brand, Mupedziswa 1993 Greater Hararea 148 100 
& Gumbo 
Mupedziswa 1995 Greater Hararea 143 100 
& Gumbo 
Mupedziswa 1998 Greater Hararea 97 100 
& Gumbo 
a Four-phased longitudinal study. 
It may be seen in Figure 1 that several of the studies had a 
large female component in their sample. An analysis of the 
findings of the studies below shows that some of the females 
included in the samples were older women and therefore their 
plight is investigated. 
Profiles of older women in informal trade 
Overall, the studies suggest that a considerable percentage of 
older women are actively involved in the informal sector in 
Zimbabwe. Women between the ages of60 and 80 years and 
even older than 80 operate in this sector. In the first phase of a 
longitudinal study (1992-98), Brand et al. (1995) found that 
19% of 174 respondents were older women, with the oldest 
respondent being 83 years. Interestingly, the study by Apt et 
al. (1995) on elderly women in informal trade in Ghana had 
four women in their sample of 50 who gave their age as 83. 
This suggests that older African people, unlike their Western 
counterparts who tend to enjoy a more financially secure and 
thus relaxed old age, are forced to keep on working hard 
almost right up until the time that they die. 
A substantial number of the older women traders have been 
found to live on their own, i.e. they have no spouse (Brand et 
al., 1995; Mupdeziswa & Gumbo, 1997, 1998a). In a coun-
try-wide survey, MacPherson (1991: 20) found that widows 
and divorcees were over-represented among these operators 
and that many had been operating in the informal sector for a 
great number of years. 
The career profi les of the older traders are interesting. A 
woman interviewed in the longitudinal study stated as fol-
lows: 
I cannot remember when I started selling, but it was a long 
time before independence, perhaps in the early 1970s. My 
husband was no longer working and money wasn't easy to 
get. I had to do something to support the family. I've never 
had a formal job ... you see, I never went to school 
(Mupedziswa & Gumbo, 1998a: 8). 
The older female informal traders in Zimbabwe tend to have 
little education; the majority are illiterate or semi-literate. 
Historically, local tradition encouraged the education of the 
boy child, while the education of the girl child was neglected 
(Mupedziswa, 1997b ). In the study of Brand et al. ( 1995) 
older women had the lowest education levels. Those with 
some education had generally not gone beyond Grade 4. 
Since independence, much has happened in Zimbabwe to 
improve the legal standing of women and several new pieces 
of legislation having been promulgated. These laws have 
included the Legal Age of Majority Act ( 1982), which 
ensures that men and women receive full contractual capacity 
on attaining the majority age; the Equal Pay Act ( 1980), 
which stipulates that men and women doing the same work 
are entitled to equal remuneration; the Minimum Wage Act 
( 1980), whereby unskilled workers in formal employment 
are paid a minimum wage; and the Matrimonial Causes Act 
(1985), which gives women the legal right to retain an equal 
part of the household assets in the case of divorce. 
Yet another pertinent piece of legislation has been the 
Labour Relations Act ( 1985), which prohibits discrimination 
on any ground and affords women maternity benefits. In 
addition, primary education was made free to encourage girls 
to attain higher levels of education with which to equip them-
selves for productive employment (Mupedziswa & Gumbo, 
1998a). However, the vast majority of women have not bene-
fited from the new legislation, least of all informal traders and 
much less so older traders. Being illiterate for the main part, 
and being fairly unsophisticated and inarticulate, the women 
find it difficult to reconcile traditional demands and modem 
legal provisions. Males, who occupy key policy-making 
positions, have found it difficult to accommodate women 
within the letter and the spirit of the provisions of the new leg-
islation. Much of the legislation has also focussed on women 
in formal employment, while the needs of women who 
engage in informal trade activities have been overlooked. 
Key activities of older women in informal trade 
In Zimbabwe, as in Zambia and elsewhere in Africa, women 
predominate in the petty retail trade, with a cluster being in 
the least profitable trade - the sale of fruit and vegetables 
(Hansen, 1989). A census of informal fruit and vegetable 
vendors conducted in 1986 found a total of 3 491 fruit and 
vegetable vendors selling commodities at 174 sites within the 
Greater Harare area; of this figure, 96.6% of the vendors were 
female (Hom, 1986). Female involvement in informal-sector 
activities is limited to four main areas: the preparation offood 
and beverages; textiles (including crochet, weaving, tailoring 
and knitting); traditional crafts (pots, basketry, mats and 
headwork); and personal services (hairdressing, catering, 
beer brewing and prostitution). Within these categories, older 
women tend to choose some activities and to discard others. 
For example, less strenuous activities are popular among 
older women. The observation is consistent with findings of 
research done elsewhere in Africa (e.g. Apt et al., 1995). Yet 
it is within the less strenuous activities that there tends to be 
the greatest congestion, presumably because of ease of entry. 
The main types of informal-sector activities engaged in by 
older women operators are thus selling fruit and vegetables, 
crafts, cooked food, crochet work, sweets, cooldrinks, plastic 
carrier bags and clothes. 
A fairly popular activity among younger female informal 
traders has been that of cross-border trade; this activity is not 
popular among older women, probably because they are 
reluctant to travel outside the country and because of the dis-
comfort of such trips. Yet cross-border trade was one of the 
most lucrative types of informal ventures up until the end of 
1998, when new harsh laws aimed at discouraging an influx 
of Zimbabweans into South Africa came into force. 
Female informal traders in Zimbabwe thus mainly engage 
in activities associated with traditional domestic roles (Brand 
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et al., 1993). In general, the women do not become involved 
in small-scale production enterprises (Mupedziswa, 1990, 
1994) but rather in petty-trade ventures. The restrictions on 
women's participation in work imposed by their child-caring 
responsibilities are considerably more flexible within general 
and petty-trade operations. However, areas of trade activity 
with low entry requirements have been characterized by 
intense competition and low returns to labour (Brand et al., 
I 993: 284). 
Impact of the economic reforms on older women's 
informal trade activities 
The two phases of the economic reform programme (ESAP 
and to a lesser extent ZIMPREST) have had negative effects 
on the informal sector, which have in turn impacted nega-
tively on older female operators in Zimbabwe's informal sec-
tor. A major concern is increased competition within the 
sector which translates into severely reduced earnings, as 
explained by a 68-year-old operator. 
Life has changed ... We used to get enough money for fees, 
food, etc. Many other vendors have stopped selling 
because the business is no longer viable . .. All this is 
because ofESAP. Everyone says they have no money to buy 
(Mupedziswa & Gumbo, 1998a: 16). 
A slackening of informal sector business has thus been occa-
sioned by a combination of factors, including a proliferation 
of new entrants into the sector and dwindling disposable 
incomes among potential customers as the country's econ-
omy crumbles. A considerable percentage of the new entrants 
into the sector are recent retrenchees from the formal sector. 
At times the competition has been so intense that it has degen-
erated into pushing and shoving, either to reach customers 
first, or in the process of ordering goods for trade. Older 
female traders, because of their relative frailty, naturally tend 
to find it difficult to compete with younger and more ener-
getic operators. In their study of older women in informal 
trade in Ghana, Apt et al. (1995) also found the problem of 
"operational" pressure a common phenomenon. Competition 
is particularly stiff in petty-trade activities, presumably 
because of ease of entry and also a poor variety of goods in 
which they trade (Brand et al., 1995). 
Business has reportedly gone down in the informal sector 
in the ESAP period. Apart from an over-supply of traders, 
fewer purchases are made due to depreciation of the national 
currency, the Zimdollar. Increases in the price of basic com-
modities have reduced demand for goods traded in the infor-
mal sector because of reduced disposable incomes. 
Studies have shown that numerous older female traders in 
Zimbabwe look after young children- their grandchildren. In 
some cases the parents of the grandchildren may have died of 
diseases such as AIDS (Mupedziswa, 1997a). The tendency 
to look after grandchildren appears to be common among 
older women informal traders elsewhere in Africa. For exam-
ple, studies in Ghana (see Apt et al., 1995) have confirmed 
the important role played by informal-sector elderly women 
in providing child care. In Zimbabwe, a 78-year-old woman 
in Mbare, a high-density suburb and one of the oldest and 
poorest neighbourhoods in Harare, was found to be caring for 
eleven grandchildren in a standard single room (Brand et al., 
1995). Members of the household, including the smaller chil-
dren, were obliged to take turns to sleep at night as there was 
insufficient space for everyone to go to bed at the same time. 
The old woman divided her time and attention between trad-
ing and child-minding responsibi lities. 
Older females who operate single-person ventures experi-
ence serious problems if they fall ill as there is no-one to step 
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into their place and they lose income (Brand et a/., 1993, 
1995). Older women frequently operate alone, to be able to do 
things at their own pace. This observation is consistent with 
findings of Apt et al. (1995), who observed in Ghana that the 
structure of operations of older women in infonnal trade was 
such that it" ... provides the elderly with a scale and pace of 
commercial involvement which are commensurate with their 
physiology ... " (1995: 18). Sometimes the women are helped 
by grandchildren after school. 
Studies have also shown that some activities are more 
lucrative than others (Brand, 1986; Hom, 1986; Daniels, 
1994; Meagher & Yunusa, 1996) - for example, the micro 
and sma ll-sc ale production enterprises, as well as 
cross-border trade. Most petty-trade activities are not lucra-
tive, partly because of a low capital base, over-subscription 
and perishable tradeable items. As the majority of older 
women engage in petty-trade activities, their earnings thus 
tend to be meagre. 
Effects of the economic reform programme 
Clearly the incomes of older female inforn1al traders are low 
or paltry in the prevailing depressed economic environment. 
Many no doubt live from hand to mouth. They have no other 
fonn of social security, except possibly the means-tested 
public assistance programme which is difficult to access 
(Kaseke et a/., 1998). Even so, the level of assistance avail-
able to those who manage to access the fund is a mere pittance 
-Z$1 50 (about US$4) a month in 1998. A lack of social secu-
rity is therefore a concern to many older female infonnal trad-
ers in Zimbabwe. A 70-year-old woman in the fourth phase of 
the longitudinal study, who was caring for several grandchil-
dren, commented as follows: 
I do not know what will happen to me if! get too sick to work 
or get too old. I am not getting enough and I have no sav-
ings. If I am ill, I stop selling. 1 get worried that my family 
[grandchildren} will suffer if anything happens to me 
because I have no pension (Mupedziswa & Gumbo, 1998b: 
64). 
The economic situation in Zimbabwe has become even more 
desperate in recent months. In 1995 the poverty datum line 
(PD L) was set at Z$721.46 for a couple and Z$1990.21 for a 
fami ly of eight (Mundy, 1995). At that time, which coincided 
with the second phase of the longitudinal study, the majority 
of the older women interviewed were, on average, earning 
approximately Z$300 a month. In 1998 the PDL was much 
higher, at over $2000 for a family of eight; yet the earnings of 
the old women have remained constant or have increased 
only marginally, against a backdrop of spiralling prices of 
basic commodities (Mupedziswa & Gumbo, 1997; 1998b). 
Thus, the plight of older female infonnal traders in Zimba-
bwe's urban areas has worsened, given the hardships that are 
being experienced throughout the country (Mupedziswa & 
Gumbo, 1998a). 
The fact that the earnings of most of the older women fall 
way below the basic minimum requirement for survival has 
affected their welfare in a variety of ways. Regarding food 
intake, many can now only afford a single meal a day, and 
both the quantity and the quality ofthe food and the women's 
nutritional status have been compromised. "We are eating 
less bread and less meat. We really have to limit our intake 
... " (Mupedziswa & Gumbo, 1997: 201). 
The health of the older women, and in some cases those 
whom they care for, has also been compromised (Bijlmakers, 
Bassett & Sanders, 1995; Mupedziswa, 1997b). Being old, 
they need medical attention from time to time. While 
Zimbabweans who earn Z$400 or less a month are entitled to 
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free medical care, health-care facilities are often poorly 
stocked with medicines and older clients are frequently given 
prescriptions to purchase the drugs themselves on the open 
market (Kaseke et a/., 1998). 
Not surprisingly, most older women cannot afford to pay 
for medical care. A sickly 77-year-old woman in the longitu-
dinal study retorted, whilst in a state of visible agony, as fol-
lows: 
My business is down, I have no customers and 1 am now 
sick. Last month 1 paid for a consultation at the clinic. I 
have no money to go back, but I'm still so sick ... 
(Mupedziswa & Gumbo, 1998b: 203). 
The cost of certain drugs, e.g. insulin, has increased by 100% 
in the past few months. For these reasons, many older female 
traders now only seek the services of traditional healers and 
faith healers. 
Accommodation is also a major problem for many old 
women in the urban areas; many live in squalid conditions 
with poor ventilation and filthy communal toilets, or in 
shacks (Brand eta/., 1995). They struggle to procure fuel for 
cooking, lighting and wannth. Others squat, lodge in back-
yard make-shift structures, or lease rooms. Thus many older 
women operators do not own the accommodation in which 
they reside, as they cannot afford to do so, which creates 
"operational" problems for them, as they may generally not 
utilize a backyard for infonnal trade activities since the pre-
mises belong to a landlord. Studies in other countries (e.g. 
Apt et al. in Ghana) have shown the advantages to older infor-
mal sector operators of owning urban shelter. Apt et a/. 
(1995: 17) observed that "Access to a family house in the 
urban area provides elderly women with premises from 
which they can trade, even where such premises are simply 
the doorstep." Such a privilege is denied most older infonnal 
traders in Zimbabwe's urban areas. 
Conclusion and the way forward 
The infonnal sector in Zimbabwe has swelled, largely due to 
the negative impact of the economic reform programme 
which has resulted in the retrenchment of numerous workers 
in the fonnal sector. Older female operators in the infonnal 
sector, in particular, face tremendous challenges, especially 
in the fonn of stiff competition from younger traders. Many 
older women earnestly try to earn a living and not to be a bur-
den to the state, but they hope for some fonn of assistance to 
help them to survive. These women are bruised and battered 
from their struggles to eke out a living- but they are still very 
much alive. Efforts are therefore needed to improve the lot of 
these women . Organizations, both government and 
non-government, which are willing to assist older female 
traders, should work together in a co-ordinated response to 
the problems of this group. 
Clearly, the older women need some fonn of ass istance. 
First, there is a need for a needs assessment of this group. 
Based on the findings of a survey, assistance programmes 
could be designed and operationalized - not in the fonn of 
handouts but in ways that could help set many of the women 
back on the road to self-sustenance. 
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Socio-demographic factors in the marital 
status of older Ghanaians 
J. Adeku* 
Population Census Office, Ghana 
Abstract 
In this paper, marriage patterns among older Ghanaians are 
examined. A main aim is to assess the marital behaviour of 
these persons and the extent to which the behaviour is influ-
enced by intervening variables such as urban or rural place 
of residence and gender. The data used were obtained from 
the Ghana population censuses of 1960 and 1970, specifi-
cally the Supplementary Enquiry (SE) and the 
Post-Enumeration Survey (PES), respectively, the 1984 cen-
sus and a survey conducted in 1991. An analysis of the data 
sets has revealed significant differences: marital status is 
shown to vary according to gender and place of residence -
be it urban or rural. 
Introduction 
Most people enter a marital union at some stage of their lives. 
At the age of 60 years or older, an individual may be single, 
married, widowed or divorced. Since marriage entails an 
institutionalized social relationship between a man and a 
woman, with rights and obligations, the marital behaviour of 
older persons is of interest to society. 
Along with an increase in the size of the older populations 
of developing countries has been a concomitant increase in 
interest in the marital status of older individuals (William, 
Lin & Cheung, 1993 ). It is projected that over 70 percent of 
the world' s population aged 60 years and over will live in the 
developing regions of the world (United Nations, 1995). Rel-
atively little attention has been paid to the marital status of 
older people in these regions. 
In Ghana, the elderly constitute only a small proportion of 
the total population- about 5.8% according to the 1984 popu-
lation census. However, both the number of older Ghanaians 
and their percentage of the total population are increasing. It 
is important therefore to study this segment of the Ghanaian 
population and to examine the marital status pattern and 
trends. 
Data and method 
The main sources of the data analysed in this paper are the 
population censuses conducted in Ghana in 1960, 1970 and 
1984. The results of these censuses were published in the cen-
sus reports. The 1960 population census figures include those 
from a supplementary Post-Enumeration Survey (PES) 
which asked questions not included in the main question-
naire, among which were questions on marital status. Simi-
larly, the 1970 population census also includes figures from a 
Address correspondence to 
supplementary survey, known as the Supplementary Enquiry 
(SE), which SE gathered information on the marital status of 
the respondents not obtained in the main 1970 population 
census. In both the PES and the SE, questions were asked on 
whether the respondent was single, married, divorced, sepa-
rated or widowed. Unfortunately, no questions on marital sta-
tus were included in the questionnaire for the 1984 census, 
which again has placed a limitation on data. However, data on 
marital status were obtained from another source: a survey of 
older residents of Anum, a town in the Eastern Region of 
Ghana (Adu, 1991 ). These data are also examined in this 
paper. 
It is pointed out that even though the 1960 census data are 
old, they have never been analysed in terms of the marital sta-
tus of older persons. Moreover, there has been no population 
census since 1984. Even if a later population census had been 
conducted, it would still be necessary to use the 1960 data to 
examine trends. 
Demographic background 
Ghana conducted its fi rst population census in 1960 which 
showed the country to have a population of 6. 7 million. The 
second census, conducted in 1970, recorded a population of 
8. 7 million - showing an increase of2.4% a year in the popu-
lation over the 1960 census. The third census, conducted in 
1984, showed a population of 12.2 million and an annual 
growth rate of2.6% during the period 1970 to 1984. Thus, by 
1984, Ghana's population had almost doubled over the popu-
lation recorded in 1960. (See Table 1.) 
Apart from the increase in the size of Ghana's population, 
other demographic changes have also taken place. One such 
change are urban-rural differences. During the period 
1960-1 984, the proportion of the population in the urban 
areas (populations of 5 000 and above) increased from 23% in 
1960 to 28.9% in 1970, and by 1984 had increased by 32%. 
Thus, between 1960 and 1970, Ghana's population in the 
urban areas had increased by 25.1 %. Roughly, between 1960 
and 1970 one out of four citizens of Ghana had moved to an 
urban area. 
Table 1 also shows the extent to which the rural areas have 
been depopulated. This depopulation has not been without 
consequence to older persons, who as a result of migrant chil-
dren are deprived of care. The table shows a persistent fall in 
the rural population size. For instance, the population in the 
rural areas in 1960 constituted 76.9% of the total population, 
which declined to 68% by 1984. As may also be seen in the 
table, Ghana experienced a negative population growth rate 
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of 7.5% between 1960 and 1970 in the rural areas. A further 
decline of 4.4% in the rural population was noted for the 
period 1970-84. Since the majority of Ghana's population, 
including older persons, dwells in the rural areas, demo-
graphic changes in terms of migratory movement from the 
rural areas tend to affect the marital life of the elderly. Off-
spring who are expected to see to the economic and social 
comfort of their elderly parents in their old age are not avai l-
able. If one understands that in Ghana the care of parents in 
old age is an enshrined responsibility (Nukunya, 1991 ), then 
the gravity of the situation may be realised. 
Table 1 
Selected demographic indicators of the population of 
Ghana(1960, 1970, 1984) 
Indicator 
Population size (n) (1000s) 
Rate of population growth per 
annum(%) 
Urban-rural distribution (%) 
1960 
6 727 
Urban (total) 23.1 
-Male 11.9 
- Female 11 .2 
Rural (total) 76.9 
- Male 38.7 
-Female 
Rate of change of urban-rural 
population (%) 
Urban (total% increase) 
- Male 
-Female 
Rural (total% decrease) 
- Male 
- Female 
Population In age groups 
(years)(%) 
0- 14 
15 - 59 
60 + 
% increase in age groups 
(years) 
0- 14 
15-59 
60 + 
Dependency ratio 
Elderly/children ratio 
38.2 
44.5 
50.6 
4.9 
0.904 
0.072 
Population census 
1970 
8 559 
2.4 
28.9 
14.4 
14.5 
71.1 
35.2 
35.9 
25.1 
21.0 
29.5 
-7.5 
-9.0 
-6.0 
46.9 
47.8 
5.3 
5.4 
-5.5 
8.2 
1.023 
0.078 
1984 
12 296 
2.6 
32.0 
15.6 
16.4 
68.0 
33.7 
34.3 
10.7 
8.3 
13.1 
-4.4 
-4.3 
-4.5 
45.0 
49.2 
5.8 
-4 .1 
2.9 
8.3 
0.962 
0.089 
Sources: Population Census 1960, 1970, 1984. Demographic 
analyses, 1994. 
A slow decrease (10.7%) in the rate of urbanization was 
observed between 1970 and 1984, compared with the period 
between 1960 and 1970. A possible factor for this decrease is 
emigration. The period 1970-84 was the time during which 
legislation on aliens resident in Ghana, known as the Aliens 
Compliance Order, was implemented. The order compelled 
unregistered non-Ghanaians to leave the country. Immigrant 
males were the hardest hit by the bill and the effects are 
reflected in Table I . 
Another feature of the Ghanaian population is its youthful-
ness. The population tilts heavily towards a youthful popula-
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tion with a small proportion in the older age group. For exam-
ple, Table 1 shows that in 1984, almost half of Ghana's popu-
lation fell within the 15-59-year age group. As in developing 
countries generally, the size of the age group 0-14 years 
shows the youthfulness of the Ghanaian population: it shows 
an increase of 5.4 points over that of 1960 but a decline of 
4.1% in 1984. On average, Ghana has a youthful population 
(0-14 years) - about 45% in 1984. 
The table also reveals changes that have occurred over the 
years in the ratio of older persons to children (defined as a 
population aged 65 years and over divided by the population 
under 15 years). In 1960 the number of older persons per hun-
dred children was as low as 7 .2. Thus one may refer to a rela-
tive increase in the older population relative to the proportion 
of children in the total population. 
Of the broad age groups shown in Table 1, the population 
aged 60 years and above is the most interesting. For almost 
two and a half decades, this population has shown a persistent 
increase. The broad age groups 0-14 years and 15-59 years, 
even though showing a heavy concentration of the popula-
tion, have fluctuated over the years. On the other hand the 
population aged 60 and above was only 4.9% in 1960 but 
increased to 8.2% in 1970. By 1984, the population aged 60 
years and over increased by 5.8%- an increase of8.3% over 
that of 1970. With the persistent increase both in the number 
and percentage of older Ghanaians, their marital status and 
family structures are of obvious interest. For one reason, fam-
ilies provide physical and emotional support to members in 
times of need and distress. 
Patterns of marital status 
Marital status patterns and rates are important events for 
demographers. Shryock and Siegel (1976) identify two types 
of marriage. The first type of marriage occurs when a person 
moves from the status of being "single" to that ofbeing "mar-
ried." The second type of marriage is remarriage, when per-
sons move from "divorced" or "widowed" status to 
"married" status. Shryock and Siegel define divorce as a final 
legal dissolution of a marriage which is the separation of hus-
band and wife, and define widowhood as the dissolution of a 
marriage upon the death of one of the spouses. 
Table 2 and Figure I show the marital status distribution of 
Ghanaian persons age 60 years and over by gender in 1960 
and 1971. The data show a higher incidence of marriage 
among males than females, and lower rates of divorce and 
widowhood among males than females. As is usual in the 
populations of developing countries, more males than 
females have never married. 
Urban-rural differential 
Patterns in the marital status of older Ghanaians differ by 
place of urban or rural residence (in 1960 and 1971 - see Fig-
ure 2). In both rural and urban places of residence older males 
are more likely to be married than older females. As the data 
show (see Table 2), while over three-quarters of the males in 
both urban and rural areas were married, only a quarter of the 
females were married (1960 Population Census figures). 
Among the males, slight differences exist between those in 
urban centres as against those in rural areas. A higher percent-
age of rural males (78.3) than urban males (73.6) were mar-
ried. Similarly, a slightly higher percentage of females in the 
rural areas (27.7) than in the urban areas (23) were married. 
However, the 1971 figures show a marital pattern for older 
males that is comparatively lower than the 1960 figures . On 
the other hand the percentage of married older women in 
1971 more than doubled over the period 1960-71, for both 
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urban!mral women combined, and urban and rural women 
separately. The trend may reflect a new attitude towards mar-
ital behaviour whereby increasing numbers of older women 
remarry. 
Table 2 
Trend and pattern in the marital status of persons aged 
60+ years in Ghana, by gender, age and urban/rural 
place of residence (1960, 1971, 1991) 
Place of 
residence 
Total 
1960 population 1971 population 
census census 
1991 sample 
survey 
Male Female Male Female Male Female 
% % % % % % 
100.0 100.0 100.0 100.0 100.0 100.0 
Marital status by urban/rural place of residence and by gendet<' 
Urban/Rural 
Never married 
Married 
Separated 
Divorced 
Widowed 
N 
Urban 
Never married 
Married 
Separated 
Divorced 
Widowed 
N 
Rural 
Never married 
Married 
Separated 
Divorced 
Widowed 
N 
2.2 
77.6 
10.6 
9.6 
0.3 
26 .6 
14.1 
58.9 
38.0 
54.3 
0.8 
5.0 
5.0 
14.3 
66.3 
1.5 
8.2 
9.7 
2.2 
58.7 
19.6 
19.6 
173 380 157 480 232 809 225 065 46 
2.8 
73.6 
11.7 
0.4 
23.0 
10.6 
43.4 
50.6 
1.0 
4.1 
20.1 
60.5 
2.2 
9.1 
11 .9 66.0 0.9 8.1 
25 610 34 440 43 313 51 393 
2.0 
78.3 
10.4 
9.3 
0.3 
27.7 
15.1 
56.9 
36.8 
55.2 
0.8 
5.2 
2.0 
12.6 
68.0 
1.3 
7.9 
10.2 
147 770 123 040 189 496 173 672 
Male 
(60-64) 
% 
Female 
(60-64) 
% 
Male 
(65+) 
% 
18.9 
31.1 
50.0 
74 
Female 
(65+) 
% 
Marital status by urban/rural place of residence, gender and age groupb 
Urban/Rural 
Never married 
Married 
Divorced 
Widowed 
Urban 
Never married 
Married 
Divorced 
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16 
Figure 1 
Marital status of Ghanaians (60+ years), by gender, 
1960 and 1971 
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Figure 2 
Marital status of Ghanaians (60+ years), by urban-rural 
location, 1960 and 1971 
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Divorce rates for older males and females were compara-
tively low. Table 2 shows rates for both urban and rural areas. 
What is significant are the wide differences seen in the pro-
portion of older males in both rural and urban areas who are 
widowed, as against females who are widowed. While the 
1960 population figures show that two-thirds (66%) of all 
females aged 60 years and above in urban areas were wid-
owed, only an eighth (11.9%) of males were widowed. A sim-
ilar pattern is noted for males and females in the rural areas in 
the same year (1960). 
The marital status of older Ghanaians as recorded in the 
Supplementary Enquiry of 1971 (Table 2) follows the pattern 
of 1960 in some respects. One such pattern is that of widow-
hood (see Figure 1). A lower rate of widowhood was found 
among older males in urban areas (5%) than among their 
female counterparts (9. 7%). The table also shows differences 
in rates of widowhood between males and females. As had 
been the pattern, more females (8. 1 %) than males (0.9%) in 
urban areas were widowed. As in the case of urban dwellers, 
the percentage of rural females who were widowed was 
10.2%, compared to 2% of males. 
The overall divorce rate for the older population (Table 2) 
was higher for females (8.2%) than for males (5%). In the 
urban areas, females (9.1%) were twice as likely to be 
divorced than males (4.1%). The pattern of divorce in the 
rural areas is similar, with more divorced females (7.9%) than 
males (5.2%). 
Contrary to the 1960 PES data however, the 1971 SE data 
show that the rate of marriage among older females was 
higher than for males. While two-thirds (66.3%) of older 
females were married, only 54.3% of older males were mar-
ried. Similar differential patterns are observed for urban and 
rural populations. 
Adu ( 1991) carried out a survey on social life among older 
people in the Anum Traditional Area. The results of his sur-
vey (Table 2) show that widowhood was higher among older 
females than older males. According to Adu's finding, half of 
the female respondents had lost their husbands, compared to 
20% of the male respondents who had lost their wives. Mar-
riage among older males was higher. More than half(59%) of 
the males were married, compared to 19% ofthe females. The 
survey again shows the divorce rate to be higher for females 
(31 %) than for males (18%). 
Adu' s research supports other findings, that the incidence 
of remarriage is higher in males than females. By contrast, 
women tend to maintain their widowhood. A number of rea-
sons were given by widows for this pattern, e.g. widows 
abstain from remarriage to prove their faithfulness and com-
mitment to the memory of their deceased husband, his family 
and society in general, and widows do not want to experience 
the loss of a second husband (Adu, 1991 ). 
Discussion 
Marriage in Ghana, as elsewhere in Africa, involves the 
transfer of some form ofbridewealth from the lineage of the 
husband to the lineage of the wife. Payment of this 
bridewealth comes with certain rights and benefits which 
husbands enjoy. Two such rights and benefits are sexual 
rights and the economic services of the wife 
(Radcliffe-Brown, 1950). 
In general terms, in Africa, society views marriage as a 
mark of maturity and conformity with traditional norms and 
behaviours. Single persons are seen as irresponsible and are 
therefore frowned upon by society. At an individual level, 
marriage is very beneficial to couples. For women, marital 
union is a proximate determinant of procreation. In this 
regard, various studies have shown that most women enter a 
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union with the cardinal aim of having children. Thus, having 
children ranks highest in marital union, as far as women are 
concerned. On the other hand men enter a marital union pri-
marily for the economic services of the wife. In traditional 
settings, these services include domestic chores such as cook-
ing, cleaning and sweeping; in general terms, the wife serves 
her husband. Outside the home, the wife will assist in farming 
by tilling the land, harvesting crops, collecting firewood and 
performing other economic activities. In all ofthese, she is an 
unpaid worker. These services tend to overwork the women 
and invariably lead to stress. Thus, many widowed or 
divorced women lose interest in remarriage in later life. With 
an increase in the number of economically-independent 
women, more women have become emancipated. 
It is clear that remarriage is common in Ghana and is preva-
lent among older men. The 1960 demographic data have 
shown that four out of five men in the age group 60-64 years 
were cohabitating with a spouse, compared to two out of five 
women. The 1971 demographic data as well as the 1991 sur-
vey data (Adu, 1991) have shown a similar pattern of men 
being far more likely to be living with a wife, than of women 
to be living with a husband. 
Remarriage in the older population of Ghana varies slightly 
by place of residence. The practice is higher among urban 
dwellers than among their rural counterparts. This is not sur-
prising, since rural dwellers enjoy support through the 
extended family system which is still prevalent in the rural 
areas. 
Since it is easier for older Ghanaians in rural areas to have 
constant interaction with kin and to have assistance in time of 
need, it is surprising that more older persons live without a 
spouse, compared with those who live in an urban area. 
William, Lin and Cheung (1993) explain the need for mar-
riage among older urban dwellers in terms of certain factors: 
the marginalization of the elderly, loneliness, isolation and 
loss of self-esteem, and fragmentation of the extended fam-
ily, which traditionally provided care for the elderly. These 
factors are largely a result of modernization and industrializa-
tion. 
Since older men benefit more from marriage than do older 
women, because of "services" provided by wives, men tend 
to suffer more in the event of divorce or when they are wid-
owed. Older men therefore are more likely to suffer from 
emotional and physical distress than older women. It is not 
surprising thus to find that in the event of divorce, most older 
females are not interested in remarriage. 
The high rate of remarriage among the elderly tends to 
affect the divorce rate pattern in Ghana (see also Apt, 1989). 
Thus, fewer divorces are recorded. There is also the presence 
of strong traditional norms and values, such as social pres-
sures which compel couples, but especially women, not to 
seek divorce in the face of misunderstandings. Most older 
women, moreover, are not economically independent and 
this makes them subservient to their husbands. 
Life expectancy in Ghana is comparatively low, and is 
lower for men (55 years) than for women (59 years) (US 
Bureau of the Census, 1998). The result is a high rate of wid-
owhood among women. The 1960 demographic data show 
that the proportion of widowed persons rises with age for both 
men and women but is higher for men. For instance, at ages 
60-64 years, the percentage men who were widowed was 
only 5. 7%, compared to 46 .2% of older women. As expected, 
the percentage of the older population at age 65 and older who 
were widowed increased by 13% for males, as against 66% 
for females . The pattern is similar for the 1971 demographic 
data as well for the 1991 survey data. 
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Conclusion 
The marital status of older Ghanaians therefore follows a dif-
ferential pattern. The pattern differs by place of residence, 
gender and age. High mortality rates among older men 
account for the gender differential seen in the proportion of 
the older population which is widowed. Remarriage is more 
prevalent among older men than older women. 
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Viewpoint 
The elderly in rural Ghana: 
health-care needs and challenges 
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Jane Addams College of Social Work, University of Illinois at Chicago, USA 
Abstract 
The health-care needs of elderly persons who live in rural 
areas of Ghana are considered. Brief socio-demographic 
information on the population is given. Barriers and chal-
lenges to the provision of health care to the population are 
examined. The Ghanaian pluralistic health system is 
described briefly. Finally, measures are proposed to meet the 
challenges of providing health care to the elderly rural popu-
lation. 
Even though the Ghanaian population may be regarded as 
"youthful" (US Bureau of the Census, 1998), the percentage 
ofolderpersons in the total population has increased dramati-
cally over recent years (Adlakha, 1996). In 1996, persons 
aged 60 and over constituted less than 5% of the Ghanaian 
population (US Bureau of the Census, 1996a,b). It is pro-
jected that by 2025 the population aged 60 and over will 
increase to 12.4% of the total population (US Bureau of the 
Census, 1996b). While the size of the older population in per-
centage terms is expected to remain small , the absolute num-
ber of persons aged 65 years and over is expected to increase 
from 514 985 in 1994 to over a million in 2020 (Adlakha, 
1996). Persons aged 60 years and over will number I . 7 mil-
lion in 2020 (Apt, 1997). 
The growth in the older population is due in part to an 
increase in life expectancy. In 1998 in Ghana, life expectancy 
at birth was 56.8 years. This figure is projected to increase to 
60.6 years by 2010 (US Bureau ofthe Census, 1999). 
The majority of older Ghanaians (persons aged 60 and 
over), about 72%, live in the rural areas of the country, 
although there has been a large increase in the number who 
live in urban areas (Apt, 1995). As in other pa1ts of Africa, 
rural-mban migration in Ghana has been dominated by the 
youth ( 15-34 years), who move to the urban areas for educa-
tion and employment opportunities (Nabila, 1986). Given 
this migration trend, it may be expected that the rural popula-
tion will age more rapidly than the urban population. About 
69% of the total Ghanaian population lives in small isolated 
rural communities (Nukunya, 1992). 
As in other parts ofthe world, the elderly Ghanaian popula-
tion is predominantly female - about 52% (Apt, 1994). 
Elderly Ghanaians generally have lower incomes than per-
sons in all other age groups, excluding children. The majority 
Address correspondence to 
of older persons engage in informal labour, as peasant farm-
ers, artisans, masons, craftsmen and traders (Apt, 1994). 
Incomes in the informal sector tend to be low and unstable. 
Although no recent data are available on yearly income dif-
ferentials of rural and urban older persons, a sizeable percent-
age of the urban dwellers presumably were previously 
employed in the formal sector and enjoyed a higher income 
than their rural counterparts. (A survey conducted on poverty 
and income differentials in rural and urban areas classified 
27% of urban dwellers and 44% of rural dwellers as poor 
(Rimmer, 1992).) 
The vast majority of older Ghanaians (99%) live in the 
community and share a home with family members - i.e. they 
do not live in an institution. Traditionally, family members 
cared for their older relatives. However, the traditional family 
structure in Ghana is changing, which has impacted on the 
provision of care and support to older persons. 
Although research on elderly Africans has expanded sig-
nificantly over the past few years, little is known about the 
health-care needs of the older population in the rural areas. 
Indeed, only a few programmes exist to address the 
health-care of this rural population (Rosenmayr, 1991 ). 
This paper focusses on the health-care needs of elderly per-
sons who live in rural areas of Ghana. First, the country's plu-
ralistic health-care system and how it functions to meet the 
needs of older Ghanaians are briefly examined. Thereafter, 
measures are proposed to meet the health-care needs of the 
rural-based older population. 
The Ghanaian health-care system 
In pre-colonial times, the health-care systems in most African 
countries were primarily in the domain of traditional healers. 
With the advent of colonial administrations, a Western bio-
medical system was introduced in the countries. Nonetheless, 
a sizeable percentage of the Ghanaian population still relies 
on traditional medicine. 
The Ghanaian ethnomedical system encompasses various 
types of healers and hea ling pract ices. Among the 
subdisciplines are herbalists (practitioners who use herbs in 
their practice); fetish priests/priestesses (those who combine 
herbs and divination); faith healers (usually leaders of syn-
cretic churches who use prayer and religious rituals in their 
practice); traditional birth attendants (usually elderly women 
Prof. Osei K. Darkwa, Jane Addams College of Social Work, University oflllinois at Chicago, 1040 West Harrington Street, Chicago, 
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who assist mothers with deliveries); bone-setters (those 
skilled in the ability to treat bone fractures); and spiritual 
healers (those who use mediums and occults) (cf. Twumasi, 
1975; Warren, Bova, Tregoning & Kliewer, 1982). 
Both traditional and modem medical systems are therefore 
operated in Ghana but they are independent of each other. 
The Ghanaian Ministry of Health is responsible for the 
administration of formal health services, which are planned 
and delivered through regional and district offices. Under its 
primary health care (PH C) policy, community health centres 
were established in some rural areas - but few communities 
actually benefit from the implementation of the policy. 
An emphasis in public hospitals is on cost recovery by 
charging user fees, a practice known locally as "cash and 
carry." Due to this system, the poorest Ghanaians (the major-
ity of whom live in the rural areas) suffer the greatest burden. 
The 1997 United Nations' Ghana Human Development 
Report notes that public spending on health tends to favour 
the more affluent section of the population, which is also 
urban based. According to the report, over 90% of the urban 
population has access to the formal health-care system, com-
pared to 45% of the rural population. Part and parcel of an 
urban/rural differential in this regard is the fact that more 
older people live in the rural areas than in the urban areas. 
Health care for rural elderly Ghanaians 
In general, resource constraints have prevented health policy 
makers in various developing countries from extending 
health-care services to rural areas equivalent to those in urban 
areas. Thus, access to health care is likely to be even more 
problematic for rural dwellers than for urban dwellers. 
Studies in Ghana (Apt, 1995; Banga, 1992, 1993) and others 
have shown that rural dwellers have poorer health status and 
poorer access to health-care services, and may face cultural, 
socio-economic and environmental barriers which prevent 
them from utilizing services, compared to urban dwellers. 
Despite efforts to expand medical services in the rural areas 
of Ghana, disparities continue in the distribution of national 
health resources. 
A major challenge is thus to develop policies, programmes 
and services to meet emerging and current health-care needs 
of this population and suggestions in this regard are made 
below. 
Meeting the health-care needs of rural elderly 
Ghanaians 
Community involvement in rural health care 
In Ghana, the central government, through the Ministry of 
Health, has come to be viewed as the sole provider of health 
services, which has limited the involvement oflocal people in 
their health care. However, the District Assemblies (DAs) 
have been charged with the responsibility of addressing 
health and socio-economic needs at the district level. It is sug-
gested that the DAs should provide incentives to local people 
to support the establishment of community health posts in vil-
lages. Community involvement and responsibility for the 
facilities could be shared between the DAs and local commu-
nities. 
Public health insurance for the elderly 
Although in 1996 the government pledged free health care for 
the elderly, very little has been done to translate the pledge 
into reality. The institutionalization of some form of free 
health-care services for the older population is essential. The 
creation of a state-subsidized national health-care insurance 
scheme to provide basic and preventive health services, 
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regardless of income level, ability to pay, or prior labour 
force history, is proposed (Darkwa, 1997). Optional health 
services could be provided at a fee to cover selected advanced 
surgical procedures. A portion of the funding for a 
programme of this nature could come from the accumulated 
surpluses of the government's state-controlled monopsonies, 
such as the Cocoa Marketing Board. The initial goal of the 
government's dual pricing policy regarding its marketing 
boards was to use the surplus to subsidize the incomes of 
farmers. However, the fund has never been used for this pur-
pose; instead, the funds are invested in long-term foreign 
securities. Funding universal health care for the elderly from 
this source will be more consistent with the intended objec-
tive of the fund. 
Incentives to health workers to practise in rural 
settings 
The majority of health workers in Ghana are trained in urban 
areas and prefer to remain in an urban area on completion of 
their training. This preference is partly because of a lack of 
social amenities in the rural areas. There is also very little in 
their training which prepares them for practice in a frequently 
under-resourced and isolated rural environment. The encour-
agement and preparation of health workers to work in rural 
communities are essential, and the workers need to be sup-
ported in their work. To address the scarcity ofhealth person-
nel in the rural areas, it is proposed that the government 
enacts a Rural Incentive Act, which offers incentives to prac-
titioners to relocate to rural areas. Incentives could include 
higher remuneration, free accommodation, a car loan, and 
other facilities which will enable the practitioners to have a 
comparable level of comfort enjoyed by their urban counter-
parts. 
Preventative community health 
As with health-care systems in some other parts of Africa, the 
Ghanaian system is more reactive than proactive. Its focus is 
on curative medicine, as opposed to preventive medicine. It is 
proposed that the Ministry of Health develops new 
approaches to health promotion, health education, health 
empowerment and disease prevention, and proactively 
addresses the health-care needs of the population, as well as 
those of the elderly rural population. Health maintenance in 
the elderly will reduce their need for health-care services and 
scarce resources will be available to meet other needs. Thus, 
what is broadly needed is a re-direction ofhealth expenditure 
from a curative approach to a health promotion and disease 
prevention approach, and the expansion of preventative 
health services generally. 
Establishing geriatric services at community health 
centres 
Ghana has no precedent of establishing age-specific facilities 
for its citizens. Given the expected increase in the number of 
older persons, population policy makers should begin to 
explore the establishment of geriatric services within existing 
health-care facilities. Such services should also offer educa-
tion in nutrition, healthy living and disease prevention. To 
date, these areas have been under-emphasized in most com-
munity health programmes. Duodo ( 1998) has outlined sug-
gestions for the provision of geriatric services in Ghana. 
Community-centred mobile rural health banks 
Another way to address the health-care needs of the rural 
elderly is through the establishment of community-centred 
mobile rural health banks. Hospitals located in urban areas 
should establish a mobile division which is responsible for 
making periodic visits to surrounding rural areas. The mobile 
vans will have trained medical staff, such as doctors and 
nurses, and basic medical and surgical equipment capable of 
providing basic health services. The vans will ply rural 
routes, making scheduled stops at designated rural locations. 
The system will be comparable to geriatric units on wheels. 
Rural mobile health units could operate under the umbrella of 
district and regional medical facilities which will co-ordinate 
their schedule. 
Health databank electronic health information 
infrastructure 
The need for and the use of information technology by health 
providers in rural and remote areas of Ghana will be vital to 
the future delivery of health services to these communities. 
Access to these technologies may overcome barriers of dis-
tance, cost, poor distribution of services, and a lack of support 
to health providers that at present restrict rural communities' 
access to the level of health services enjoyed by urban com-
munities. Health authorities and policy makers need to maxi-
mize the opportunities provided by health information 
technologies, to access and share support, to provide 
long-distance education, training and consultation, and to 
access a wide range of on-line health resources. Currently, 
there is an acute lack of health information in Ghana which 
restricts health workers in their work. 
Computer-based telecommunications systems, such as the 
Healthnet services already established by SatelLife in anum-
ber of African countries, are a way to address the paucity of 
information in the health sector. The SatelLife service com-
prises a system of Low Earth Orbit (LEO) satellites, simple 
ground stations, and radio and telephone based computernet-
works which link individual users to the network via 
HealthNet "nodes" in countries where HealthNet operates 
(SatelLife, 1996). Currently, SatelLife has established a 
HealthNet service in two locations in Ghana- in Accra, the 
capital, and in Navrongo, in the North. The service provides 
access to the latest medical information, e-mail connectivity, 
electronic conferencing, and other services tailored to meet 
the current demands of its users. This service could be 
expanded to provide health information to health workers 
operating in rural areas of Ghana. 
In addition, a wide range of interactive technology systems 
exists, such as Telehealth, which promises to improve access 
to health care in rural areas (Sherps, 1996). Telehealth could 
also enable health providers in rural and remote areas to 
access distant education and training programmes. However, 
the success of any telehealth service is dependent on the 
availability of communication services. An immediate and 
urgent need is to ensure that rural health-care providers have 
access to the basic information technology infrastructure 
needed for launching telemedicine. This is going to be one of 
the greatest challenges in the area of health care in Ghana -
since Ghana, like most African countries, lacks electronic 
connectivity in the rural areas. Richardson ( 1997) has noted 
that rural communities represent the "last mile of connectiv-
ity." The African continent as a whole, with about 12% of the 
world's population, has only 2% of the global telephone net-
work. 
Fortunately, there is a growing realisation in the country of 
the potential of information technology for development, 
thanks to efforts on the part of the government and interna-
tional donor agencies which are working to develop telecom-
munication structures in selected rural areas. For example, 
the USAID Leland initiative aims to provide 20 African 
countries, including Ghana, with connections up to 128 
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kilobits. In addition, the programme will provide assistance 
with materials, expertise, training and free internet access for 
a limited period. Similar efforts are being made by the United 
Nations' Economic Commission for Pan-African Develop-
ment Inforn1ation Systems (PADIS) initiative, which aims to 
establish low-cost and self-sustained nodes to provide access 
to electronic mail in 24 African countries. In addition, the 
African Information Society initiative, with its primary goal 
of building information and communication infrastructure in 
Africa, and the Acacia Project initiative, an international 
effort led by the Canadian-based International Development 
Research Council (IDRC) to empower Sub-Saharan African 
countries with the ability to apply information technology to 
health and socio-economic development, will enhance 
telemedicine in the country. The development of such infra-
structure will not only enhance rural health-care delivery, but 
will also facilitate the establishment of a medical emergency 
response system in the rural areas. 
A comprehensive rural health research agenda 
There is a need to develop a comprehensive research agenda 
to study health-care issues in the rural areas. Health resources 
available to the older population in the rural areas as well as 
the unmet health-care needs of this population need to be doc-
umented. The recruitment, retention and training of health 
manpower in the rural areas need to be investigated, as does 
the health-seeking behaviour of older persons in these areas -
both biomedical and ethnomedical help-seeking behaviour. 
Political will 
Ultimately, the distribution of health resources in Ghana, as 
in other countries world-wide, is based on political decisions. 
It is time that the Ghanaian authorities restructure the distri-
bution of the resources to proportionately benefit the rural 
areas. Thus, a commitment is required of political leaders to 
address the imbalances in health care in the country. 
Conclusion 
African countries are faced with an enormous need to provide 
health-care services to older persons who live in rural areas. 
In Ghana, efforts should be made to bridge the rural-urban 
health gap and to provide appropriate health care through a 
well-planned investment programme, whereby more 
health-care facilities are provided and infrastructure is 
expanded in the rural areas. These projects may be supported 
through the District Assemblies with donor funds. Ghana is 
seeking to reform its national health system. A need for a pre-
vention-oriented approach to health care for older persons 
may be a partial solution to the problem of health-service 
delivery in the rural areas. Policy makers should thus invest 
more heavily in preventive medicine and less so in curative 
medicine. The effectiveness of a rural health-care delivery 
system for the elderly is contingent upon a co-ordinated 
national rural health-care plan and health-care infrastructure 
which will allow access to a national network of health 
resources. 
Multi-pronged and complementary health-care 
programmes and strategies are thus needed to address the 
problem of poor health-care service provision to the older 
rural population. These efforts will require a political com-
mitment, fundamental restructuring in the distribution of 
health resources, community action to influence policy, and 
some tough political decisions and choices. 
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Report review _____________ _ 
Ageing in Africa 
by Nana Araba Apt 
Prepared for World Health Organization, Ageing and Health Programme. Geneva, Switzerland. 1997. 22 pp. 
It is encouraging to see that a major organization such as the 
World Health Organization continues to strengthen its capac-
ity to understand the phenomenon of ageing in the developing 
world, particularly in Africa. Dr N ana Apt prepared the back-
ground report, titled Ageing in Africa, for the WHO's Ageing 
and Health Programme. Apt is an appropriate person to have 
written this report: she is a leading researcher on ageing in 
Africa and an important promotor of African ageing issues -
particularly in her capacity and leadership role as the Presi-
dent of the African Gerontological Society (AGES Interna-
tional). 
The report is composed of six parts, as follows: Conceptual 
considerations; demographic change; the economic context; 
the social-cultural context; priority areas for action; and sug-
gested policy actions. Apt's purpose is to examine the ageing 
experience in Africa, particularly in the African modern envi-
ronment, which includes changing values, attitudes and 
behaviour of societies as they experience population ageing 
and its implications for the elderly. The modem environment 
is also contrasted with the traditional experience of African 
value systems. 
Setting the stage 
Apt sets the stage by defining ageing socially, culturally and 
biologically, and then states that ageing can best be under-
stood when viewed as a continuous process of progressive 
change in all structures and functions of the body. The impact 
of such changes on a person's quality of life is largely 
dependent on the social and cultural milieu. Apt uses this as 
an underlying theme throughout the document. The social 
and cultural milieu, which includes the economic and 
infrastructural circumstances in Africa, is such that the vast 
majority of ageing Africans do not retire from work; they 
work until they are no longer able to work. 
Another stage-setting dimension is past, present and future 
demographic change in Africa. Although the document 
points out the importance of the increasing size of the elderly 
population in both absolute and relative terms, it does not 
illustrate this adequately. For example, Zimbabwe's popula-
tion aged 60 years and over will triple from approximately 
454 000 to 1 348 000 between 1990 and 2020, but the relative 
proportion of older people in the total population will only 
increase from 4.3 to approximately 5 percent. The absolute 
change (number) is large, but the relative change (percent) is 
small. It is important for policy makers to be aware that the 
absolute number of elderly is rapidly increasing. 
The discussion of migration and urbanization describes 
generational differences resulting from developmental 
change. The younger generation migrates to cities and the 
elderly are left behind where they often experience emo-
tional, material and social hardships. Apt summarizes the 
demographic section by saying, among other things, that by 
the year 2000, life expectancy at birth in African countries is 
expected to reach a range between 55 and 65 years (p. 6). This 
is obviously a non-AIDS projection. Most Sub-Saharan Afri-
can nations are experiencing the impact of AIDS-related 
mortality - although some more than others. One coun-
try-level example, perhaps an extreme example, is the impact 
of AIDS on life expectancy at birth in Zimbabwe. Life expec-
tancy at birth was nearly 60 years in 1988 but has fallen to just 
42 years in 1998. Zimbabwe lost 18 years of life expectancy 
at birth in just a decade due to high HIV/AIDS prevalence. 
This will certainly impact the demography of ageing in 
Sub-Saharan Africa (North Africa has low HIV/AIDS preva-
lence). AIDS mortality and projections of AIDS mortality 
should now be taken into consideration. Currently, we do not 
know the impact of AIDS mortality on the future number and 
percent of elderly in Africa. 
In my opinion, Apt makes an extremely important point 
that will influence the well-being of the elderly in Africa. She 
states that Africa' s debt burden is in itself the most serious 
constraint on realising the goals of Education and Health for 
All (p. 6). Whilst the bulk of policy attention has been on sim-
ple debt forgiveness, there is a need for some part of such debt 
forgiveness to be converted into investment in social expen-
diture. This is not only important for vulnerable groups like 
the elderly but all segments of society- the young and women 
- and will impact important processes such as 
intergenerational transfers and support. As a result, Apt calls 
for micro-finance faci lities for older persons to continue eco-
nomic activity and economic security (p. 7). 
The process of change and development is depicted in the 
statement that the extended family has begun to disintegrate 
(see pp. 7-8). In fact, although not stated, the process of 
change and development is what is causing the rapid increase 
in the number of elderly. The increasing numbers (and per-
centages) of elderly and rapid social change which alter insti-
tutional structures such as the family place many elders in a 
vulnerable position of lack of material and emotional sup-
port. 
Priority areas 
The priority areas for action focus on women, elderly refu-
gees and the impact of AIDS on the elderly (pp. 9-12). These 
are truly vulnerable groups in the African context. The author 
points out that there is a tremendous impact of the cumulative 
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effect of poor conditions on women's health. In addition, Apt 
states that there is a need for African governments to rethink 
development - within a broader framework which enables 
women to be fully integrated in economic, political and social 
decision-making processes, to enable a healthy survival of 
women. An admirable statement that needs a concrete agenda 
to increase the status of women. Apt does not offer one here, 
but it is common knowledge that increasing girls' education 
has a positive impact on women's status. In addition, govern-
ment and/or donor sponsored family planning and reproduc-
tive health programmes simultaneously with increased 
education have the desired result. Although not mentioned in 
the report, culture can also have a positive impact if used to 
socialize the populace to accept new and changing roles of 
women. 
Refugee populations are overwhelmingly young, old and 
female. Apt states that the older refugee needs to be targeted 
in order to adjust to the new situation and to revitalize tradi-
tional knowledge and cultural resources (p. 12). Another 
approach is to use all available resources from within African 
countries and external to African countries to eliminate con-
flict which will virtually eliminate refugee populations. Then 
there is the grandmother's disease- the AIDS pandemic (p. 
12). Although much of the data in this section of the report is 
outdated, the point is well-taken that young adults and mid-
dle-aged persons die of AIDS, and that the elderly, mainly 
women, care for orphaned grandchildren. A particularly vul-
nerable group are widowed elderly women, as their support is 
reduced or el iminated by the death of their husbands and chil-
dren, and they are then obligated to care for orphaned grand-
children. This problem will increase in the short and medium 
term and desperately needs policy action. 
Policy actions 
Apt makes a good attempt at suggesting policy actions (pp. 
12-14). First, she identifies a need for research. There is a 
general lack of a culture of research on ageing in Africa. Apt 
makes the point that governments and the private sector need 
to understand the demands of an ageing society. However, 
she does not suggest how this is to.be accomplished. Leaders 
and policy makers at the appropriate levels of government 
and society in general need to be informed of the conse-
quences of an ageing society. Donor sponsored conferences 
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and workshops and research funds can be a start in this direc-
tion. 
Another policy action suggested by Apt is the establish-
ment of an indigenous infrastructure, i.e. Africans research-
ing and directing policy on ageing in Africa. Both policy 
makers and field practitioners should train and work locally. 
If a training and educational infrastructure on ageing is not 
established, then this should be a high priority. And, given the 
role of women in most African societies, a gender approach is 
definitely needed as elderly women are from their own histo-
ries to their present circumstances a very vulnerable group. 
Apt also calls for an intergenerational approach to social wel-
fare, where the elderly are integrated in social policies rather 
than placed in isolation as the development process so often 
does. 
In sum 
There are technical flaws throughout the report. For example, 
Table 1 is not referred to in the text and it is not clear from the 
title what the percentages represent. Also in Table I , the num-
bers representing the total population aged 60 years and over 
by gender need to be checked, especially for South America. 
Females are not included for North America, and Europe is 
the only world region not included. There are sections of the 
report with dated information, e.g. the data reported in the 
natality and mortality section and the AIDS data. The report 
indicates that the current total fertility rate in Kenya is 8.1 
births per woman, which was the rate in the early 1980s. The 
1993 Kenyan total fertility rate was 5.4 births per woman. 
Overall , this report is a good overview of ageing in Africa, 
and I recommend that it be widely distributed by the WHO. 
However, there are places where it could have been more 
thoroughly researched and more technically proficient. It is 
imp01tant to note that there is a rapidly growing interest in 
ageing in the developing world and in Africa. It is also impor-
tant that organizations such as WHO continue to support 
efforts to understand the dynamics and the consequences of 
ageing in Africa. 
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